glucose concentration, the glomerular filtration rate, and the capacity of the renal tubules to reabsorb glucose.2 Glycosuria develops in the diabetic because raised blood glucose concentration leads to quantities of glucose in the glomerular filtrate that cannot be reabsorbed. When the ureter has been diverted into the bowel an additional factor operates. The enterocytes tend to reabsorb glucose from urine traversing the loop in proportion to the urinary glucose concentration, the length of time urine remains in contact with the absorptive surface, and the area-of intestinal mucosa exposed to urine-the same factors that govern the trading of bicarbonate for chloride ions in the genesis of hyperchloraemic acidosis.
These variable factors may help to explain why glucose reabsorption is complete in some ileal loops but not in others. Furthermore, ileal glucose transport that is carrier-mediated and sodium-dependent3 is significantly enhanced in diabetic patients4 and by high luminal glucose concentrations in the rat.5 I thank Dr A R Harrison for permission to report this case. 
Case reports
Case 1-A 64-year-old woman with chronic glomerulonephritis was started on continuous ambulatory peritoneal dialysis on 29 July 1980 and discharged on 30 August 1980 with dialysis running satisfactorily. She was admitted as an emergency on 22 November 1980 with a "blocked catheter," 3-2 1 of dialysate having run in and only 300 ml drained; otherwise she was asymptomatic. On examination there was a small, firm, tender subumbilical swelling at the site of peritoneal entry of the Tenckhoff cannula. Bowel sounds were normal. Her catheter was flushed with heparinised saline and urokinase inserted but to no avail. Two days later she started vomiting and developed abdominal distension. By this time the subumbilical mass was tender and erythematous and bowel sounds were obstructive. Abdominal films showed dilated small-bowel loops with fluid levels. Laparotomy was carried out that day, and the small bowel and the cannula were found to be herniating through the peritoneal entry site. Bowel and the intraperitoneal portion of the cannula were lying in the proximal end of the subcutaneous catheter tunnel. The small bowel was necrotic. The hernia was reduced, small-bowel resection carried out, and the catheter resited in the pelvis. Her postoperative course was uneventful and she was discharged on 9 December 1980. She was, however, readmitted four days later with a candida peritoneal infection but failed to respond to treatment. She also developed a chest infection, deteriorated despite treatment, and died on 27 December 1980.
Case 2-A 61-year-old man was started on continuous ambulatory peritoneal dialysis on 14 April 1980 after having rejected a transplant and being found incompatible with haemodialysis. After multiple peritoneal infections and having his cannula changed twice he was admitted as an emergency on 26 November 1981 with an eight-hour history of lower abdominal pain, nausea, and vomiting. On examination the abdomen was soft and not distended. At the lower end of a small infraumbilical scar was a tense swelling with a questionable cough impulse. Bowel sounds were normal. Abdominal films showed a few dilated small-bowel loops with fluid levels. At laparotomy a necrotic loop of small bowel was found to have herniated through the peritoneum 2 cm below the entry site of his present cannula, presumably through the entry site of a previous one. The hernia was reduced, small-bowel resection was carried out, and the cannula tip resited in the pelvis. His postoperative course was uneventful. He was discharged on 11 December 1981 and has remained well since.
Comment
Though the most common gastrointestinal complication in continuous ambulatory peritoneal dialysis is peritonitis, an appreciable number of patients develop abdominal hernias, of which the most common seem to be incisional.2 The two patients discussed here had hernias through Tenckhoff cannula entry sites. The hernial orifices were small and thus not surprisingly strangulation of bowel was a feature in both cases. The only other strangulated hernias reported in patients undergoing continuous ambulatory peritoneal dialysis were umbilical3 and epigastric.2
In our experience of 28 patients undergoing a combined total of 237 months of dialysis, four have developed abdominal hernias-one inguinal, two incisional (in the same patient), and the two strangulated hernias reported here. Both our patients had had their cannulas implanted using the standard introducer for penetrating the peritoneum. We suggest that a non-absorbable purse-string suture should be placed around the cannula on insertion and that an attempt should be made to suture the peritoneum when a cannula is removed.
Though 
